Natural and Medicalized Death
The concept of an idealized natural death was central to the original development of the philosophy of hospice and palliative care. 5, 6 The supporting argument is based on the idea that traditional societies regard death as natural and deal with it in an accepting way, that this natural death has been "lost" in modern medicine, that this loss of a natural way of dying is regrettable, and that the naturalness of dying is potentially recoverable. 7, 8 Modern medicine, it is argued, provides a depersonalized and dehumanized approach to care, emphasizing pharmacology and technology to the detriment of morality and meaning. Correspondingly, it is held that death has been removed from the safe confines of the home to the isolation and sterility of the hospital, where a futile battle against terminal disease wages through the last hours of life. 9 Palliative care is presented as a welcome antidote to this pattern of medicalization, representing a return to the naturalness of dying. 10 While this argument was compelling in the efforts to humanize the dying process, there are several difficulties with it. Death in ancient societies was no more "natural" than it is today: it was explained by the dominant belief systems of the time-magic, sorcery, and sin-rather than being accepted without question. 8 It is no mere irony that Francis Bacon, the British philosopher credited with heralding the scientific era in the 17th century, also pronounced that "it is as natural to die as to be born." 11 It is perhaps only with the advent of a scientific worldview I n the past 2 decades, there has been an increased interest in the care of the terminally ill and a proliferation of palliative care programs in the Western world. Once controversial, hospice and palliative care philosophy is beginning to become integrated into medical education and health policy. 1, 2 This process of integration may be hindered, however, by continued adherence to a series of conceptual dichotomies in the care of the terminally ill: natural and medicalized death, clinical care and research, and acceptance and denial of death. While these dichotomies may have been fundamental to the original hospice and palliative care movements, they could now undermine the progressive evolution of clinical care for the terminally ill. Deconstruction 3 is a postmodern concept that involves (1) examining an imputed opposition (eg, natural vs medicalized death), (2) demonstrating that the favored position (natural death) is created out of a contrast with the opposed position (medicalized death), and (3) revealing thereby that these dualities are interdependent and contingent. 4 In this article, we deconstruct the dichotomies mentioned above and advocate an integrated model of palliative care.
Hospice and palliative care philosophy is becoming increasingly incorporated into medical practice, education, and research. However, this process of integration may be hindered by continued adherence to several perceived conceptual dichotomies: natural and medicalized death, research and clinical care, and acceptance and denial of dying. These dichotomies were perhaps essential for the initial development of palliative care but could undermine the continuing evolution of care for the terminally ill. In this article, the authors deconstruct these dichotomies and advocate for a fully integrated model of palliative care. that a natural biological death became conceivable. In addition, it would be impossible and undesirable for modern society to return to an attitude toward death that existed in pre-Baconian times. Death, as any other aspect of humanity, is socially experienced and historically contingent. Science and technology are integral to modern understanding, and we are now finding meaningful ways of using them to inform and improve palliative care, rather than categorically banishing them from the care of the dying. For example, some potentially life-prolonging interventions, such as antibiotics, parenteral hydration, and transfusions may also promote quality of life if used selectively, keeping in mind the goals of care. 12 Other technological interventions such as pain pumps are used with the sole aim of palliation. While such advances do represent the medicalization of hospice, 13 this need not be seen as a detriment but as an indication that the ideals of hospice are being incorporated into conventional clinical care. The finding in one survey that hospice patients were more likely to accept medical interventions than their nurses 14 should caution us to keep in mind interventions that could help terminally ill patients and to discuss these openly with patients so that they understand potential benefits and harms.
Unfortunately, some palliative care units and hospices are not able to provide procedures such as paracentesis and intrathecal pain pumps, which have the sole aim of palliation. It is unclear whether this is purely for reasons of cost, lack of available personnel or expertise, or whether it is also for reasons of ideology. However, an emphasis on the dichotomy of "natural" and "technological" death may encourage the view among patients, health care providers, and policy makers alike that a choice must be made between 2 counterpoised alternatives: a peaceful, pain-free death and a painful, heroic fight to the end. For example, patients electing hospice care under the Medical Hospice Benefit often do not qualify for Medicare coverage for services related to treatment of their terminal illness, including palliative chemotherapy. 15 Conversely, patients tend not to receive hospice care until the last 4 to 6 weeks of life, 16 although it has been shown that suffering that could be mitigated by palliative care may occur many months before life's end. 17
Research and Clinical Care
A related dichotomy that has recently been explicated by American philosopher and ethicist Daniel Callahan is the perceived conflict between the ideology of research and that of clinical care. In an essay published in the New England Journal of Medicine 18 and presented at the 13th Congress for Care of the Terminally Ill (Montreal, Canada, 2000), Callahan contrasts the "research imperative," which has as its underlying logic "to eliminate death, disease by disease," and the "clinical imperative," which encourages us to "accept death as an unavoidable biologic reality." According to Callahan, the primary aim of medical research is to eliminate all causes of death, a view that makes death a contingent, "accidental" event. Sociologist Zygmunt Bauman has similarly argued that in modern society, patients die not of "natural causes" but because "the equipment has not been developed, the vaccine has not been discovered, the technique has not been tested. But they will, given time and money. And so they should." 19(p139) Callahan contrasts this research imperative with the "newly-emergent (although ancient)" clinical imperative to accept death as a part of life, which he suggests is represented by palliative care. 18 There are again difficulties with this line of reasoning. It is true that hospice and palliative care arose from a populist and clinical movement, rather than from a research program. It is also true that research has focused mainly on prolonging life and curing disease, rather than on comfort and quality of life. However, there is no inherent conflict between research and clinical medicine; rather, they must continually inform each other for either one to be effective. The emphasis on the dichotomy of research and clinical medicine, and the alignment of palliative care with the latter, is represented in the at-times paradoxical relationship between research and palliative care. For example, because of current perceptions, definitions, and models of hospice and palliative care in the United States, patients participating in clinical trials of experimental therapies are generally not offered palliative services. 20 However, this is a population that would benefit tremendously from palliative care in that the chance of long-term survival of patients participating in these trials is close to zero. As another example, clinicians are hesitant to refer patients with a poor prognosis to research studies involving symptom management and palliative care because they are deemed too ill. 21 Yet these same patients are often enrolled in clinical trials of experimental therapies from which they personally have little chance of benefit.
Acceptance and Denial
The binary opposition of acceptance and denial of death may be conceived as underlying the dichotomies discussed above, with denial aligned with technology and research and acceptance of death coupled with clinical medicine and palliative care. Geoffrey Gorer's essay on the "pornography of death," describing death as the preeminent taboo of the late 20th century, 22 and Philippe Aries's description of contemporary death as "forbidden" 23 were prominent ideological texts for the hospice movement and continue to be cited in palliative care texts. 24 Elizabeth Kubler-Ross, in her seminal work, On Death and Dying, describes denial as the first stage of psychological adaptation to dying, with acceptance eventually prevailing. 6 Lack of death acknowledgment is perceived to be a problem not only for patients but also for physicians, who "for personal and neurotic reasons need to deny their own mortality." 25 Indeed, the progress in stages from denial to acceptance may be considered a metaphor for the broader efforts of the hospice movement on the societal level.
However, the opposition of denial and acceptance has been noted to be simplistic on the psychological and sociological level 26 and may be detrimental to the care of the terminally ill. 27 The apparent "denial" of death by patients may instead represent an acute awareness of the dying process and a concerted effort to banish this reality from conscious awareness so as to go on living a "normal" life. However, there is a perception among patients and care providers that patients must "accept" death to qualify for palliative care services or that they will be forced to accept that they are dying if they agree to be seen by a palliative care team. 28, 29 Whether or not a palliative care service is consulted, there is a group of patients being treated with palliative intent who would benefit from expert advice regarding symptom management and psychosocial care. These patients are often being treated with palliative chemotherapy or palliative radiation. They should also have ready access to care directed not only at the tumor but at the whole person, regardless of their state of readiness to accept that they are dying. Indeed, it may be those patients who are least ready to accept their impending death who may benefit most from the help of a specialized multidisciplinary team.
An Integrated Approach
It is perhaps important for any social movement to set up strong contrasts to create a public awareness of the issue at hand. 30 The hospice and palliative care movements were built on dichotomies that resonated with the public at the time they were constructed and helped to make the public and policy makers aware of the unique needs of the terminally ill. However, a continued insistence on these dichotomies could restrict the possibilities for progress in research and clinical care for the terminally ill within the contemporary health care environment.
Despite the difficulties discussed above, there have been recent encouraging advances in the integration of research into palliative care. For example, research in palliative care has been declared a priority by major funding agencies such as the Canadian Institutes of Health Research. 31 Quality of life is becoming increasingly emphasized as an outcome measure, and the National Cancer Institute of Canada now requires that it be included in all phase 3 clinical trials unless there is a stated reason this would be inappropriate. 32 Despite acknowledged methodological challenges, randomized clinical trials in palliative populations are increasing in prevalence. 33, 34 And there are recent privately funded initiatives in the United States in which patients receiving disease-directed therapies are simultaneously enrolled in a palliative care program. 35, 36 Continued change is also needed in clinical medicine. Rather than being construed as 1 of 2 polarized alternatives, palliative care must be individualized depending on the medical situation and on the wishes of the patient and family and informed by an increasing body of medical evidence. The dichotomy of comfort and cure and the idea that palliative care represents comfort when cure is no longer possible is based on an illusion of the curability of most of our medical diseases, for many of which a cure is not available from the time of diagnosis. At each stage of the illness, one must weigh the possible deleterious consequences of any intervention with its possible benefit, and this must continue through the last days and hours of life. It is a process that requires much thought, reflection, and communication with patients, families, and colleagues. This constitutes the complex, challenging, and rewarding task of delivering excellent palliative care.
